Introduction
Major psychological effects have been described' in the wives of men who have had a myocardial infarction. We have developed quantitative ratings to provide a more comprehensive and detailed description of the psychological outcome. Following up our study on attitudes and medical advice after myocardial infarction,2 we have also examined the influence of wives in determining the quality of outcome for all concerned.
Method
In a study of 100 patients (aged 29-69) with a first myocardial infarction there were 89 men, the wives of 82 of whom were also interviewed. We saw the women first while their husbands were in hospital, then two months and a year after discharge. On each occasion the interviews (which were tape-recorded) were at home and wives were seen separately from their husbands. The semi-structured interview procedure and the rating scales will be described in detail elsewhere. The X2 test was used for all statistical analyses.
Results

PSYCHOLOGICAL REACTIONS
While their husbands were in hospital only 5 % of the wives denied any anxiety, and 38% were "moderately" or "severely" distressed.
Crying and disturbances of sleep and appetite were the commonest symptoms, but some women described feelings of numbness and unreality and a tendency to cling to other people. At the interviews two months and a year after discharge psychological symptoms (as judged by a fuller "mental state" interview) were fewer but remained considerable. During the first few weeks after the patients' discharge from hospital wives, like their husbands, often found unexpected difficulties. Mental state (table I) and behaviour and attitudes to the future varied; but anxiety, depression, fatigue, irritability, poor concentration, and insomnia were common and as severe as in the patients. A year after the infarct wives still showed considerable psychological distress, the severity of which was now closer than before to that of their husbands. Wives were somewhat less irritable than their husbands but had to make special efforts to control their tempers because they were afraid of making them ill. As one put it, "We can't afford to quarrel-he gets a pain." Forty per cent complained of ill health themselves a year after their husbands' infarct, and 17 % had consulted doctors on their own account mqre frequently than before; only 40% had consulted them less often.
PRACTICAL PROBLEMS AND THE SUPPORT OF OTHERS
Wives faced many practical problems while their husbands were in hospital-for example, visits to the hospital, which was often quite distant and may have had rigid visiting hours; extra household chores and responsibilities; inability in many cases to use the car; and in 42 cases making arrangements for children. While the mothers of younger children felt the strain of keeping a brave face (though they were not significantly more distressed psychologically than others), those who had grown-up children at home or living near found them a source of comfort and practical help.
Most wives also found neighbours willing to offer help, especially with transport and looking after children, and some employers were notably sympathetic and allowed time for visiting (a car was even provided to take one woman to the hospital). But once their husbands had retumed home the practical and emotional support of others became less important.
about, for example, the weights their husbands should lift and the extent to which they should walk, garden, or take other exercise. Some attempted to organise convalescence-for example, they threw away the ashtrays or bought a dog for exercise.
Half the couples found that they could discuss plans and progress fully at this time. Husbands and wives tended to have similar views (P <005) about the likely effect of the illness on work, leisure, diet, and smoking. But the men had to modify their jobs, for example, more often than their wives had foreseen, and fewer managed to reduce their weight or stop smoking than had been predicted.
A year after the infarct wives continued to influence the rate and extent of convalescence. Half were active, for example, in consulting GPs about their husbands' progress, administering their tablets or actively encouraging them in their efforts to diet, stop smoking, or take exercise. Although 18% of couples had not discussed plans at all, more than half (600%) had fully discussed the patient's activities and almost as many (46 %) his symptoms.
Seven per cent of wives were worried that their husbands were overexerting themselves, and 7 % that they lacked exercise. A third were openly protective of their husbands (and 28 % occasionally so); while 13 % were covertly protective (and 29% occasionally). But nearly a third of the patients accepted their families' concern with reluctance and 15 % rejected it outright.
EFFECT ON WIVES' ACTIVITIES
Fifty-five per cent of the wives were working (18% full-time) when their husbands became ill. A few stopped during the acute illness. usually because of visiting problems; but the support of colleagues was important for most of them, and several were grateful that the coronary care unit nurses had encouraged them to continue working.
At the end of the year many wives had made substantial and permanent changes in their way of life (table II) . Two-thirds of the husbands had fewer leisure activities and 61% did fewer family chores, and wives often took over such activities as looking after the garden and decorating; about half had more household chores than before, but only 10% expressed dissatisfaction. The wife's social life, both with her husband and independently, was especially affected, and many women felt guilty when their husbands resented being left alone.
EFFECTS ON MARRIAGE
For many wives it had been a difficult year; their husbands had been depressed, frustrated, and irritable and the stresses had brought some marriages to breaking point. The ratings for mental state relate closely to the state of the marriage (P < 0 05). Some patients' return to work and to independent leisure activities had been at the expense of family life and 20 % of marriages, according to both husband and wife, had deteriorated. On the other hand, a quarter of marriages were thought to have improved, with increased warmth and the partners valuing each other more-as a result of the threat of the illness and having more time together. Indeed a few couples had made considerable efforts to improve their relationship.
Although nearly half the couples reported an unchanged level of sexual activity, there was much anxiety and lack of confidence; a quarter had less frequent intercourse and a quarter virtually none. Only 20O" of the patients, however, and few wives were "less satisfied."
DETERMINANTS OF WIVES' REACTIONS
The wives who were least distressed at one year were those who continued to enjoy their jobs, maintained their own leisure activities, and had satisfactory marriages. Mental state was significantly related (P < 0 05) to our ratings of the marriage and family life and to changes in the marriage and in leisure activity. At each stage of convalescence it was also significantly related to the severity of distress found earlier and to the husbands' mental state at one year. Quality of marriage and of family life and satisfaction with sex before the illness and at one year were also significantly associated (P < 0-05). Table III The wives' reactions were not, however, related to their husbands' physical condition or anxieties about this or anything else that had occurred during the year, or to increased domestic burdens or restricted social life. Although the heart attack itself is at first overwhelmingly important, it comes increasingly to be regarded as only one event among the many things affecting the family. The group of 20 wives with pre-existing psychological symptoms throughout had much higher levels of psychological disturbance than the others (at one year half being severely distressed compared with 21 % of the total group). The marriages of these wives seemed to be especially vulnerable, a third deteriorating during the year compared with 160) of the others.
Discussion
From these semi-structured interviews has emerged a more detailed knowledge of the impact of infarction than is available for any physical illness. Psychosocial disability in the wives was considerable, persistent, and comparable with that of the patients themselves. At first indeed they were more distressed than their husbands, of whom nearly a quarter denied anxiety and only 11o% were rated as moderately distressed-presumably because they were in a protected environment.
The various aspects of life are affected to different extents in different women. Measures of psychosocial adjustment before the illness are good predictors of how the wives will be feeling and behaving a year after the heart attack, and they could thus identify the women who are most at risk.
Similarly, the whole quality of the family life and the marriage appear to be important determinants of psychological and social outcome for the patient. The wife (and to lesser extent other relatives) clearly has a substantial influence on the patient's rehabilitation by her encouragement or her protectiveness and by discussing the illness and the future, making plans, and talking to doctors. She can also help her husband in his efforts to take exercise, diet, give up smoking, and so on by doing these things with him. Medical advice should therefore be given to the wife throughout convalescence so that she will have a positive influence and not be overprotective. This approach could be evaluated by our interviewing and standardised rating techniques.
The two main needs therefore to be highlighted by this study are greater practical support and advice for the wives of men with myocardial infarction while they are in hospital and advice and help for the whole family throughout the convalescence.
Tuberculosis is one of few diseases in which one may be dogmatic about treatment, since its management is founded on the results of extensive controlled trials. Whereas the early decreases in the death rate from tuberculosis resulted from improved social conditions, isolation of the most infectious patients in sanatoria, and to some extent surgical treatment, the more recent rapid decline of the disease as a cause of death in Britain has coincided with the introduction of effective drugs. evidence of tuberculosis also sometimes need to be treated even though the organism is not actually isolated; in such a case response to treatment may be taken as strong evidence of active disease. All forms of tuberculosis should be treated in the same manner-ideally by someone, usually a chest physician, with experience of the problems of antituberculosis chemotherapy. This is particularly true of tuberculosis presenting to surgeonsfor example, bone and joint, lymph node, and abdominal disease -as arrangements for supervision and follow-up of the disease in surgical clinics are often haphazard. A chest physician should see the patient as soon as the diagnosis is suspected, as this will often prevent unnecessary surgery.
Principles of management
There are three main principles in the management of tuberculosis:
(1) Treatment should start with three drugs to which the organism is likely to be sensitive for at least eight weeks and preferably until the drug sensitivities are known, followed by two drugs thereafter. This regimen ensures rapid killing of the organisms, reduces infectivity, and prevents the development of resistant strains.
